K nee malalignment increases forces through the knee during activities of daily living and increases the risk of osteoarthritis [11] . Correction of malalignment through distal femoral osteotomy (DFO) or proximal tibial osteotomy (PTO) is an accepted treatment to improve symptoms and delay disease progression [1] . However, the role of DFO and PTO in treating incipient unicompartmental osteoarthritis of the knee has been questioned, especially after the advent of unicompartmental knee replacement. Today, knee osteotomies are primarily used to treat incipient to moderate unicompartmental knee osteoarthritis in younger and active patients [15] who wish to resume high intensity sporting activities [4] . The popularity of knee osteotomies has fluctuated as changes in technique and results have been reported. Patients who avoid postoperative complications are more likely to report better outcomes after knee osteotomy [5] . Excluding progression of osteoarthritis, complications after knee osteotomy primarily are related to the healing of the osteotomy and the soft tissue envelope, including infection [9] . Dissection that protects the regional blood supply is recognized to facilitate not only fracture (and therefore osteotomy) healing [8] , but also wound healing, perhaps reducing the risk of surgical infections [2] .
Dissection through angiosomes, the composite tissue block of bone, muscle, fascia, and skin linked together three-dimensionally by anastomotic arteries from one source vessel [17] , is known to devascularize the angiosome partly or entirely [10] . Therefore, where possible, angiosome-sparing approaches may help decrease postoperative complications. Specifically, an oblique medial incision (that, as identified by Taylor [16] , cut through angiosomes), as opposed to a vertical midline incision (that, as identified by Taylor [16] , cut between angiosomes), was the only parameter shown to be associated with infection after PTO [9] .
Where Do We Need To Go?
Dissection through intervascular planes is not possible without a detailed knowledge of the vascular and nervous supply of the region in question. It is important that gross anatomy of a specific region is periodically revisited and updated. The reasons for this include: (1) classical textbooks are not always accurate in describing the more detailed regional vascular anatomy (for example, the current description of genicular anastomosis [10] compared with Gray's Anatomy [6] ), (2) gross anatomy is continually changing as part of epigenetic variations and human microevolution [7, 14] , and (3) development of new surgical techniques can be facilitated by improved knowledge of relevant anatomy [13] .
Bisicchia et al. [3] investigated the extraosseous blood supply of the knee and assessed the risk of damage to these vessels during DFO and PTO. They showed that, in every one of the 12 osteotomies investigated, one or more arteries were at risk. The study also showed that the soft tissue covering the medial tibia was poorly vascularized. The main limitation of this study was the small sample size.
Additionally, although surgical exposure was randomized, the risk to the vessels investigated was not addressed in relation to surgical exposure. Despite its limitations, the study provides important anatomical information and forms the base for further research that could lead to better and safer ways to perform DFOs and PTOs.
How Do We Get There?
To date, the relationship and location of the supplying vessels of the knee angiosomes, other than the anterior tibial angiosome [12] , have not been investigated, and little is known about them except that there is minimal to no overlap [17] . The study of Bisicchia et al. [3] brings important new information to this area, not only by identifying which vessels are more susceptible to injury during knee osteotomies, but also by describing the poor blood supply of the tissues covering the medial tibia. This information complements the finding that a PTO performed through an oblique incision over the medial tibia has an increased infection risk [9] .
More studies, similar to those of Bisicchia et al. [3] and others investigating the blood supply around the knee [10, 12, 18] , are required to expand our knowledge on the patterns and distribution of blood supply in these regions. Such studies have the capacity to create a representative database, which may then facilitate improvements in the surgical techniques for knee osteotomies, enhance osteotomy and wound healing and reduce complications.
